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Blurred vision as primary presentation of tuberculosis
Figure 1. Fundal photographs and OCT scans pre and post treatment.
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jou r nal h o mep ag e: w ww .e lsev ier . co m / loc ate / i j idA 21-year-old man, otherwise well, presented with a 3-day
history of painless blurred vision in the left eye. Visual acuity was
markedly reduced at 20/200, and fundoscopy revealed numerous
foci of active chorioretinitis, manifesting as white ﬂuffy lesions at1201-9712/$36.00 – see front matter  2011 International Society for Infectious Disea
doi:10.1016/j.ijid.2010.12.013the posterior pole encroaching on the macula (Figure 1, panel A,
arrow marking fovea centralis). Optical coherence tomography
(OCT) imaging showed gross macular edema with distortion of
normal foveal architecture (Figure 1, panel B), and the extent ofses. Published by Elsevier Ltd. All rights reserved.
Medical Imagery / International Journal of Infectious Diseases 15 (2011) e580–e581 e581swelling on a color scale OCT (Figure 1, panel C). Systemic work-up
was normal apart from a very strongly positive Mantoux test with
the induration measuring 25 mm. He conﬁrmed a tuberculosis (TB)
exposure 2 years previously, when two housemates of his had
developed the disease. A positive QuantiFERON test led to a
presumed diagnosis of TB. There was no evidence of pulmonary or
other systemic manifestations of the disease.
Six weeks after initiation of therapy with rifampin, isoniazid,
and pyrazinamide, as well as low dose oral steroids, symptoms and
signs were beginning to resolve, and visual acuity had returned to
20/20. Figure 1, panel D illustrates a marked decrease in activity of
chorioretinitis, with widespread early chorioretinal scarring
(arrowheads). Figure 1, panel E shows evidence of resolution of
normal foveal architecture on OCT, with minimal residual swelling
on color scale (Figure 1, panel F).
He remained well at the 6-month follow-up, and it was planned
to leave him on a maintenance dose of isoniazid and rifampin for a
further 6 months. While involvement of the eye is well reported inTB, with diverse clinical manifestations in the different tissues of
the eye, primary involvement of the choroid is rare in the absence
of pulmonary and systemic manifestations.1
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